A 60-year-old woman was admitted to our hospital with dyspnea, a cough and hemoptysis. She had a history of long-term treatment of asthma and recurrent lower respiratory tract infections. She had been hospitalized twice in the previous 3 years to treat non-massive hemoptysis caused by cystic bronchiectasis, but without pulmonary aspergillomas. Chest computed tomography (CT) revealed tracheobronchomegaly involving the entire trachea and main bronchi. The transverse and sagittal diameters of the trachea were 36.5 and 29.9 mm, respectively. Diverticula were evident in the posterolateral proximal tracheal wall and cystic bronchiectasis with pulmonary aspergillomas was detected in both lower lung lobes (Figure 1 ). Fiberoptic bronchoscopy revealed a dilated trachea, diverticula in the posterolateral region of the proximal tracheal wall, and enlargement of both main bronchi. The cartilage rings of the trachea and main bronchi were notably prominent. Mucosal atrophy of both the trachea and bronchi was also evident (Figure 2 ). Pathological examination of bronchial lavage specimens revealed septate hyphae typical of Aspergillus spp.; the septae branched at a 45° angle. In the absence of any secondary cause of the tracheobronchial dilation, we diagnosed Mounier-Kuhn syndrome (MKS) with tracheal diverticula and pulmonary aspergillomas. Oral itraconazole and tranexamic acid were started. Although we advised surgery to counter the probably life-threatening massive hemoptysis, the patient refused. She recovered rapidly from the hemoptysis, which did not recur. The patient continues on oral itraconazole and has been followed without complications for two months.
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Mounier-Kuhn Syndrome or tracheobronchomegaly is a rare congenital abnormality characterized by marked dilation of the trachea and main bronchi caused, in turn, by atrophy or lack of elastic tissue and the muscularis mucosae of the major airways (1, 2) . MKS is diagnosed radiographically and bronchoscopically when chest CT reveals (female/male) tracheal transverse diameters >21/25 mm and sagittal diameters >23/27 mm, and when the transverse diameters of the right and left main bronchi are >19.8/21.1 and >17.4/18.4 mm, respectively (3, 4) . MKS features three subtypes: the first is characterized by slight symmetrically diffuse enlargement of the major airways; the second obvious and distinct airway enlargement with diverticula; and the third diverticula or sacculations extending to the distal bronchi (1, 4) .
Mounier-Kuhn Syndrome is often complicated by recurrent lung infections and bronchiectasis. Treatment strategies are diverse, ranging from respiratory physiotherapy to endobronchial stenting (4). To our knowledge, this is the first case of MKS featuring a tracheal diverticulum and concomitant pulmonary aspergillomas.
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FIG. 1.
Chest computed tomography reveals a dilated trachea, diverticula of the posterolateral tracheal wall (red arrows), and distal bronchiectasis with pulmonary aspergillomas (yellow arrows).
